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FfXTTTRTT "TT" 



•Case I^^Ojjggyai^q^ $BMWAM*m eMflgfltiflaB. milage 2 of 



October 25, 2004 

Dear Vivfan Woods. 

This notice contain, important Information .tout your riol* to continue your nealt h/dmUf earn coverage 

In the Eagle Tetfcnetoglea, liX group Health pie* <«•»« w ««>* 

Please mad the information contained to this notice very "***^ JhJSjK 

concerning your rights ami what you have -to-de-i* continue your health care coverage tt ^ r J™r* n ' IT Y0U 
w qSioKS^ the information m this notice or your rights to coverage, vou should contact 

Health Insurance Specialists, Inc. 
17620A Redtend Road 
Rockvllle, MD 20855 
301-5900006 

If you do not elect to continue your health care coverage by completing the enclosed Election Form* *mt returning it 
to us, your coverage under the Plan will *iul on S teptumb c r 30, Mw4 due to: 



x End of employment 
a Death of employee 
D Enrolment in Medicare 



O Reduction in hours of trnplaymtf^t 
O Divorce or legal separation 
O Loss of dependent child status 



Each of the following is entitled to elect to continue health/dental cere coverage under the Plan: 



X Employee 

D Spouse 

D Dependent child/children 



U vepeno«n* tniiu/ www c» i 

Because of the event (chedced above) that will end your coverage under the Plan, you ^^^^^^^ 
s£use. and dependent children 9m entitled to continue your health care coverage forjipto I* ^months, if you elect 
to continue your coverage under the Pfan, your continuation coverage will fcegw on October l, 200*. 
Monthly cost for health continuation coverage: 



Level of 



Employee 



Employee + Child 



Employee 4 Spouse 



jamity 



HMO Plan 



250-92 



464.10 



577.32 



7IS.02 



P OSPIan 



272.34 



503.68 



62628 



•ftAtariMi 



776.22 



ppo Plan 



ii »m 



380.46 



703,80 



875.16 



1084.26 



Monthly cost for dental continuation coverage: 



m m i m i'w u i mp m\9 



Lege! of Coverage 



Employee 



Employee ± Dependent 



Family 



Freedom Ba5k 



17.25 



33.12 



61.69 



rroenonf AwvanKpe 



29.23_ 



S 



95.58 



important - To alec* continuation coverage yon MUST complete; the ancle*** "£***»* *■■•** ■■* J*"™* 
to us. ymimeyma4iittottie**li«*;*hewnontiiec^^ The completed Election form mim be post- 
marked no inter than the latter of th* date of thtv notice or the data cetera** ie loot. If you do not auMiit 
a completed election Ffcrm by thi* data, you will k^ your t^h* to elect c***^ important 

information about year rights is provided to you on the pane* Pftor the sanction Fawn. 
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Eagle Tech**, J** LUC COBRA Gentfnuatim Cwwft «« t% Form 



important; T&it form must be completed and returned *y 
no later then 60 day* from the lottor of the date of this - 
completed form to: 

Health Insurance Specialists, Inc., 
Attn: COBRA Administrator 
1 7620A Redland Road 
Rodcville, MO 20855 



v mail. If mailed, It must be p*st-m*rteed 
notice or the date co v e ra ge is lose Send 



I (We) elect to continue our 
below: 



coverage in the Eagle Technologies, LLC group health/dental plan (the Ran) as indicated 



Name 



Date of Birth 



Relationship to Employee 



SSN (or other identifier) 



a. 



b. 



C. 



d. _ 



MMPH*^nMMMM«MMaHatt0* 



MPM 



Type of coverage elected (check only one): 

D 



a 



Cateftrst Blue Choice HMO 
OEmployee OEmployee ♦ Child OEmployee 4 Spouse OFamily 



Careflrst Blue Choice Opt Out Plus (POS) 
OEmployee OEmployee + Child ""' 



♦ Spouse OFamily 

Careftrst Blue Preferred (PPO) 
OEmployee OEmployee ♦ Child OEmpleyee ♦ Spouse ofamiiy 

Fortrs -freedom Basic Dental Plan 
OEmployee OEmployee * Dependent QFamfiy 

Fortis Freedom Advance Dental Plan 
OEmployee OEmployee ♦ Dependent OFamtly 



Signature 



Date 



Print Name 



•**- 



Relationship to individuals) Ksted above 



Print Address 



Telephone number 
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important. jm^^nAbt^^mCmimmnmmmntm^ tights 

Wttse It eaittftiff attott covervpe? 

Federal law requires that most group health plans (including tw$ Men) grve employees and their famines ^J****""^^ 
5*M^ WW when fcere is a%uafify«ng evenT mat would result m « to* of «"»»«*« SSffiLST i 
oTpXg onihe type ofoualifying event, "qualified benefidaries" can Include the employee covered under the group health pi**, a 
covered employee's spouse, and dependent children of the covered employee. 

Continuation coverage a the same coverage that the Han grves to other participants or tarttiarlts j^J^^^S £ 
receiving continuation coverage. Each Qualified beneficiary »he ^^^^^f^^lS ^l^^^^t^^ 
Plan as other parOdpant* or beneTiciaries covere* under the Plan, indudingrlaed w apptoitHe: -^f^J^^^^ 
en%Wment righ£ ThTpersons listed on page one of tois notice have been *em*!ed by me ^^^^^J^^^^^ 
elect wnUnuoW coverage. Specific information describing continuation coverage can be found m tfw wans summary plan 
description (SPD), which can be obtained from Health insurance Specialists, Ihe 



how long will cofrttraietion coverage test? 

in the case of a toss or coverage <Stte to ^nd of employment or reduction in hours of eritptoyment, ^^1^^^^^.!?^ 
to IB months. In the case of losses of covtsrape due to an emr^Hiyee's deam. divorce or legal separation, ^""g^**" 1 ™ 
in Medicare or a dependent child ceasing to He a dependent under the terms of the plan, f^erage maybe w£~""S "»™ ** 
months. Page wte of this notice shows the maximum period of continuation coverage available to the listed qualified beneficiaries. 

Continuation coverage win be terminated before Che end of the rrta*imum period rf any required premium is not paw <*?**> * • 
Qualified benefldary becomes covered under another group neatoi plan that does not impose any pre-exishng condition ««^V ro ; 
a pre-existing condition of the quallfled beneficiary, if a covered employee enrolls In Medicare, or if the employer ceases ^ piwiot 
any group health plan for its employees, connnuation coverage may also be terminated for any reason the Plan would terminate 
coverage of a participant or benefldary not receiving continuation coverage (such as fraud). 

How can yon ertertc! the length of continuation coverage? 

if you elect continuation coverage, an extension of the maximum period of 1» months of coverage may be available If a jjua Mf tee 
beneficiary is disabled or a second quatth/lnp *vent occurs. You must notify [enter name of COTRA edmmisfcratorl of a dfeeblWv or a 
second quaOn/ino event In order to extend the period of continuation coverage. Failure to provide notice of a disability or second 
qualifying event may affect the right to extemMhe period of continuation coverage. 

Disability 

An il -month extension of coverage may be avalteble if any of the qualified beneficiaries is disabled. The Social Security 
Administration fSSA) must oetermine mat me qualified beneficiary was disabled at some time during the first 60 days or 
continuation coverage, and you most notify renter name of COBRA edmlnfstratorj of that fact within 60 days of the SSAs 
determination and before the end of the first 19 months of continuation coverage. All of the qualified benefideries listed W page 
one of this notice who have elected continuation coverage will be entitled to the 11-month disability extension if one of them 
qualifies. If Che qualified beneficiary Is determined by SSA to no longer be disabled, you must notify Health insurance Specialists, 
f nc. of that fact withm 30 days of SSA's determination. % 

Second Qualifying Event 

An ia-month extension of coverage mm be available to spouses and dependent children who elect continuation coverage tf a second 
qualifying event occurs during the first 18 months of continuation coverage. The maximum amount of continuation coverage 
available when a second qualifying event occurs is 3& months. Such second Qualifying events include the death of a ccwered 
employee, divorce or separation from the covered employee, flte covered employee's enrolling m Medicare, or a dependent child s 
ceasing to be eligible for coverage as a dependent under the Man, You must notify Health insurance Spccialets, inc. within 60 days 
after a second qualifying event occurs. 

How can you elect cootinitatfon coverage? 

-Each qualified benefldary listed on page one of this notice has an Independent right to elect continuation coverage, for example, 
both the employee and the employee's spouse may elect continuation coverage, or onfy one of them, fercnts may elect to continue 
coverage on behalf of thee dependent children only. A qualified beneficiary must elect coverage by the date specified on the Election 
Form. Failure to do so will result In loss of the right to elect continuation coverage under the Plan. A qualified beneficiary may 
change a prior rejection of continuation coverage any time until mat date. 

In considering whether to elect continuation coverage, you should taice into account that a failure to continue your group health 
coverage will affect your future rights vnOer federal law. first, you can lose the right to avoid having fife-existing condition 
exclusions applied to you by other, group, health plans if you have more than a 63-day gap in health coverage, and erection of 
continuation coverage may help you not hove such a gap. Second, you wiH lose the guaranteed right to purchase individual health 
insurance policies that do not impose such pre-existing condition exclusions if you do not get continuation coverage for toe maximum 
time available to you. Mnafly, y o u sh o u ld tone into account that y ou h a ve special erwoament rights under tederai law. You hawe- the. 
light to request special enrollment in another group health plan for which you are otherwise eligible (Such as a plan sponsored by 
your spouse's employer) within 30 days after your group health coverage ends because of the qualifying event listed above. You will 
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also have the same special enroNment v *t the end of c^ttnuation coverage if ye* get coo"*HiatJon coverage for the rnexl»nw 
time available to you. 

Ho* much 6*9* continuation coverage coat 7 

Generally, each Qualified beneficiary may be required to pay the entire cost of continuation coverage. The amount a qualified 
beneficiary may be reared to pay may not exceed 102 percent of the cost to die gmup Health plan (including both employer and 
employee contributions) far coverage of a similarly situated plan participant or beneficiary who is not receiving continuation coverage 
(or, In the case of an extension of continuation coverage due to • disability, sso percent). The required payment for continuation 
coverage for the qualified beneficiaries listed on page one of this notice rs desalted on page one. * 

When and turnr must payment tor oacfftmtatie* coverage be made? 

First payment for continuation coverage 

if you elect continuation coverage, you do not have to send any payment for continuation coverage wen the Election form. 
However, you must make your first payment for continuation coverage withm 45 days after the date of your election. (This « the 
dm the Section Notice is post-marked, if mailed.) If you do-not matee your Urst paymentJor continuation coverage within that 45 
days, you will lose an continuation coverage right* under the Plan. 

Your first payment must cover the coster continuation coverage from the time your c ove rag e under tfie Plan would have otherwise 
terminated up to the tfme you make the first payment You are responsible for making sun* that the amount of your first payment Is 
enough to cover this entire period. You may contact Health fasuranoe Specialists, inc. to confirm the correct amount of your first 
payment. 

Your first payment for continuation coverage Should be sent to: 

Health insurance specialists. Inc. 
Attn: COBRA Administrator 
17620* ftedtand Road 
Rockvifte, HD 2O0SS 

Periodic payments for continuation coverage 

After you make your Rrst payment for continuation coverage, you will be required to pay for continuation coverage for each 
subsequent month of coverage. Under the Wan, these periodic payments for continuation coverage ant due on the first day of tne 
month for each month of coverage. If you make a periodic payment on or before it* due date^ your coverage under the Plan will 
continue for that coverage-penod without any break The Ffan win not send periodic notices of payments due for these coverage 
periods. 

Periodic payments for continuation coverage should he sent to: 

Health insurance Specialists, Inc. 
Attn: C08RA Administrator 

_17§20A Rediand Road 

RodcvWe, MO 2O05S 
Grace periods for periodic payments 

Although periodic payments are due on the dates shown above, you wM be given a grace period of 30 days provided for each 
coverage period os long as payment for that coverage period is made before the end of toe grace period for that payment. However, 
If you pay a periodic payment tater titan Its d%rti date but during its grace period, your coverage under the Ffen wM.be suspended 'is 
of the due date and then retroactively reinstated (going back to the due date) when the periodic payment i% made. This means that 
any cfakn you submit for benefits while your cover a g e Is ws^eAded may be denied and may nave to be resubmitted once your 
coverage Is reinstated. 

If you fail to make a periodic payment before the end of tne grace period for that payment you wftl lose all rights to continuation 
coverage under the Flan. 

For more intormatSoti 

This notice does not fully describe contmuation coverage or other rights under toe Plan. More toformebon about continuation 
coverage and your rights under the Flan is available in your summary plan description or from the Flan Administrator. You can get a 
copy of your summary plan description from: Health Insurance Specialists, tne 

for more information about your fights under ERISA, Including COBRA, the Health insurance Fortabtllty and Accountability Act 
(H1PAA). and other laws affecting group health plans, contact the US, Department of Labors Employee Benefit* security 
Administration (f BSA) In your area or visit the E&SA web site at www.doLpov/eDsa. 

Keep Y*ur Han I nfo r m e d el Adtfrea* Ch an ge s 

In order to protect your family's rights, you should keep the Flan Administrator informed of any changes in the aeeresses of family 
members. You should also keep a copy, for your records, of any notices you send to toe Flan Admimstracor. 



